At the Christie Hospital and Holt Radium Institute, the management policy for cancer of the mouth and lips has been that the treatment of choice for the primary lesion has been radiation and for mobile involved cervical nodes, block dissection of the neck. Prophylactic block dissection has not been practised. The object of this paper is to evaluate the results of block dissection of the neck for squamous cell carcinoma of the mouth and lips as carried out by the surgeons of the Manchester region in the period 1950-69.
The number of block dissections for carcinoma of the mouth has fallen, but this is related to decline in incidence of the disease rather than to any change in selection methods; the percentage of cases receiving a block dissection has remained relatively constant at approximately 15 % (Table   1 ). In the period 1950-69, 505 block dissections of the neck for squamous cell carcinoma of the mouth and lips have been carried out by the surgeons in the Manchester region. -There were 8 postoperative deaths (1.6%). The site of the carcinomas is shown in Table 2 .
Of the 505 block dissections carried out, 475 were of the classical type, 28 patients had suprahyoid block dissections and 2 had 'partial' block dissections. Of the total, 86% were histologically positive ( Table 2 ). The majority of cases were in the age group 50-70, the youngest patient being 21 and the oldest 81 years. The male: female distribution was approximately 2:1 (Table 3) ; all the lip cancer cases were male. The most commonly affected nodes were in the submandibular and upper deep cervical regions. Submental and lower deep cervical nodes were not often involved. 
Results
The crude five-year survival rates for squamous cell carcinoma of the mouth and lips following block dissection of the neck are shown in Table 4 . The best results were achieved in lip and buccal mucosal lesions.
Timing of block dissection: Long-term studies in oral cancer have confirmed that the maximum incidence of lymph node involvement occurs within the first two years following treatment of the primary. Of the 505 block dissections, 269 were carried out within three months of the primary treatment, a further 215 were carried out within two years after the primary treatment, and only 21 after two years, of which 4 had developed new primary malignancies in the head and neck. Two block dissections were performed before the primary was treated, 1 during a course of radiotherapy; in 7 cases treatment of the primary by radiation was combined with block dissection. The five-year crude survival rate, related to time interval, is shown in Table 5 . (Table 6) , the commonest primary site being the lip. Five-year survival occurred in 12 cases; 8 patients subsequently developed nodes in the ipsilateral neck. Douglas (1947) regarded this operation as an incomplete block dissection, and this view would appear to be borne out; hence our preference for the full radical block dissection. Bilateral block dissection was carried out in 26 cases. The site of the primary lesion is shown in Table 7 ; 20 patients had bilateral histologically positive nodes. In only one case (palate) was consecutive block dissection performed. This patient was lost to follow-up, being well at 2 years. The interval between dissections varied between 6 weeks and 126 months. In all but 4 cases, the interval between block dissections did not exceed 9 months. In 4 cases there were second primaries in the head and neck. 
Factors Affecting Prognosis
Sex: In this series there was no significant statistical difference in the prognosis between the sexes (Table 8 ). Muiltiplicity of nodes: While it must be admitted that every gland in the block dissection was not sectioned, a relative comparison between the results of single and multiple node involvement can be attempted. The incidence of node involvement is shown in Table 9 . The five-year crude survival rate relative to number of nodes involved is shQwn in Table 10 . Block dissection recurrence presents a quite different pict,ure: while occasionally good palliation may be obtained from radiation therapy, cure is seldom achieved. Nevertheless, for tongue, control of the neck by block dissection alone is achieved in two-thirds of cases; and for mouth and lip, control by full classical block is obtained in four-fifths. The number of cases in which both primary and block recurred is quite small and block dissection recurrence cannot be attributed, in the majority of cases, to failure to control the primary disease.
Block recurrences usually appear within six months of the operation, and in this series there were none after twelve months.
The histological report of extranodal deposits in the soft tissue carries an extremely poor prognosis and histological evidence of extracapsular spread is invariably associated with recurrence.
Preoperative radiotherapy was given in a small number of cases; as this was principally a holding procedure and was directed to the involved node only, no conclusion could be drawn about its efficacy. Postoperative radiotherapy was not used in this series.
Block dissection in its classical form still remains the surest method of controlling involved nodes in squamous cell carcinoma of the mouth and lip. In comparing any other method of treatment it must be pointed out that approximately 14% of clinically significant nodes are histologically negative. However, only 15% of cases of mouth cancer receive a block dissection and in spite of careful follow up by experienced clinicians cases do occur where, by the time secondary nodes are diagnosed, they are beyond surgical treatment. As a result of this observation a random clinical trial is being conducted to evaluate prophylactic radiation therapy in those cases of mouth cancer presenting without significant nodes; it is too soon for interim results to be presented.
From the evidence presented, those cases of block dissection with poor prognostic features, e.g. extracapsular nodal spread, multiplicity of involved nodes, should be considered for adjuvant therapy in an effort to improve results. 
